1. PURPOSE. The U.S. Army Center for Health Promotion and Preventive Medicine (USACHPPM) conducted an evaluation of a pilot social work outreach program (OP) in garrison at Fort Sill, Oklahoma using both quantitative and qualitative data. The goal of this evaluation was threefold: (1) to describe the OP's activities and the process of implementation, (2) to determine the OP's effect on Soldiers' access to behavioral health (BH) services, and (3) to measure the OP's impact on Soldiers' BH outcomes for those who access services.
2. CONCLUSIONS. Overall, the OP is a valued and well-received BH program which has the capability to affect a positive impact on Soldiers' wellbeing. Conclusions specifically relating to OP process, impact, and outcome measures are described below.
a. The primary mission of the OP is to provide continual BH education and counseling awareness services to Soldiers at Fort SilL The intent is to bridge the gap between Soldiers and BH services. The OP's focus on proactive activities, including trainings, screenings, and sensing sessions, increases the visibility ofBH in Soldiers' work areas. This may develop trust in BH professionals and decrease stigma.
b. Since February 2007, the OP has made contact with over 17,000 Soldiers, Unit Leaders and Family Readiness Group (FRG) members through trainings, formal sensing sessions, and consultations. Each contact is an opportunity to create awareness of BH programs and detect and respond to BH issues before they affect overall readiness. c. Soldiers, Unit Leaders, and FRG members who have had contact with the OP report high satisfaction with the services received. The program is particularly appealing because of its "boots on the ground" approach, its flexibility in scheduling program activities, and its reputation for consistent follow through.
d. Soldiers and Unit Leaders who were surveyed by the OP were most concerned about being treated differently by their leadership, losing confidence from members of their unit, and being perceived as weak. Among those surveyed by the OP, perceptions of barriers to BH care were generally low.
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EXSUM USACHPPM REPORT NO. 23-KG-OBS6-09, Jun-Sep 09 e. While causality cannot be established at this time, this evaluation suggests a positive impact of the OP on Soldiers' BH utilization. Stabilization in hospitalizations and an increase in ambulatory visits for mental health diagnoses at Reynolds Army Community Hospital during OP implementation may be associated with the program's ability to intervene early and encourage Soldiers' use ofBH services for routine issues before they become emergencies.
f. Soldiers treated through the OP are on average experiencing a mild level of dysfunction similar to those treated through Social Work Services for self-identified relationship issues. This indicates that OP staff is identifying Soldiers who need assistance but may not be seeking BH services for reasons other than the severity of their problem. (I) Incorporate a long-term evaluation plan into standing operating procedures (SOPs) to include: (1) program goals and objectives; (2) a conceptual framework; (3) process, impact and outcome indicators; (4) a data collection and analysis plan; and (5) a plan for dissemination of . future evaluation results.
(2) Begin collection of OP-outcome data such as pre-and post-lmowledge of topics covered during trainings and outcomes for Soldiers who received outreach services.
(3) Modify current and develop new program activities to address Soldiers' commonly cited barriers to BH care. Evaluate new initiatives for effectiveness with regard to reducing stigma, building resiliency, and increasing wellbeing. (1) Replicate social work Ops at other installations. Fort Sill's OP was developed to meet the needs of that particular post. In addition, the success of the program appears dependent on the quality of the staffing. It is important to determine the feasibility of implementing this program in different environments with different populations and unit structure. Replication studies would be especially valuable for units with organic BH assets. Coordination between OP ES-2 EXSUM, USACHPPM Report No. 23-KG-OBS6-09 staff and organic BH assets allow for improved transition of the OP mission from garrison to theater and return to garrison. The importance of this continuity cannot be understated.
(2) Include an evaluation plan in SOP for any replication study. At a minimum, the evaluation plan should include a protocol for collecting data on program activities and on expected program outcomes before, during, and following full program implementation. The ability to compare expected program outcomes before and after implementation strengthens evidence to gauge program effectiveness.
(3) Identify a lead organization and point of contact to coordinate evaluation studies of OP's at other installations. This will ensure similar methods of data collection to facilitate the comparison of outcomes across programs and installations. (2) . A Cochrane review found that participants receiving outreach were significantly more likely to stay in contact with BH services and were significantly less likely to be admitted to a hospital than those receiving standard community care(3) Implementation of a behavioral outreach worker program for adolescents in need of BH services resulted in shorter waiting times for initial BH visits and increased access to mental health intervention services (4) . In addition, a review of studies on BH service engagement concluded that the model of service delivery was more important than patient factors when predicting engagement with BH services and that outreach models including flexible hours, short waiting times, and frequent contact with a single worker can maximize engagement(5).
Use of trademarked name(s) does not imply endorsement by the U.S. Army but is intended only to assist in identification of a specific product. (I) Primary Prevention. The OP staff delivers trainings for Soldiers in group settings to raise awareness ofBH issues and increase Soldiers' ability to identify problematic symptoms in themselves and others. Training topics include COSC reactions, suicide prevention, anger management, stress management, and sleep hygiene. These trainings are incorporated into the reintegration cycle (1 day and 90/120 days post-deployment) but can also be delivered upon request of the Unit Leader. (c) Formal Sensing Sessions. The OP staff administers a short survey to Soldiers to measure the Unit's overall welfare in the areas of morale, unit conflict, sleep quality, personal conflict, and substance use/abuse. The survey can usually be administered, analyzed, and the results reported back to Unit Leaders within a week. See Appendix C for a copy of the unit morale survey.
(d) Informal Sensing Sessions. An OP team consisting of one LCSW and one SWA travels to various work areas on post and engages Soldiers in informal conversations about BH issues and other relevant topics. These sessions provide Soldiers with an opportunity to become familiar with BH services and build trust among OP staff, thereby, helping to reduce stigma for seeking help. During these sessions, the OP staffis discreet, yet attentive, to any request for assistance. The OP staff seeks permission from Unit Leaders before speaking with Soldiers and ensures that there is minimal impact on the Unit's operations during their visit. e. Data Limitations. The_USACHPPM conducted this evaluation retrospectively nearly 3 years after program inception. As such, the results of this evaluation are largely based on selfreport surveys, process data available from program staff, or health outcome data from large military databases. The ability to malce meaningful comparisons to outcomes before OP was implemented or to outcomes from similar programs is limited. These limitations temper the strength of the conclusions that can be drawn from the data with regard to program effectiveness and impact. (4) Figure 3 shows Soldiers' dispositions after consultation with OP staff. Sixty-three percent of Soldiers (n = 288) returned to duty with no restrictions.
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(I) The OP staff administered satisfaction surveys to 185 contacts. Of those, 80 percent (n = 147) provided information about their experiences with OP. Seventy-one percent (n = 105) of respondents were Soldiers, 19 percent (n = 28) were Unit Leaders, and 10 percent (n = 14) were FRG members.
(2) Table 3 shows the mean response for each question on the satisfaction survey. The response set for each question ranged from I (worst possible) to 5 (best possible). There were no significant differences in self-reported program satisfaction among groups (Soldiers, Unit Leaders, and FRG). ( 3) The satisfaction survey also asked respondents to list ways in which the program could be improved. Table 4 shows the major themes of the comments and examples in each category. (l) The OP staff administered a survey to measure barriers to care, including stigma, to 61 contacts during September 2009. Of those, 74 percent (n = 45) were Soldiers and 26 percent (n = 16) were Unit Leaders.
(2) Table 5 shows the mean response for the each statement on the survey ordered from highest rated to lowest rated barrier. The response set for each question ranged from I (strongly disagree) to 5 (strongly agree). There were no significant differences in self-reported barriers to care between Soldiers and Unit Leaders. Figure 6 shows the rate of hospitalization at RACH for Soldiers with a primary diagnosis of mental disorder per ICD-9 coding criteria from 1999 to 2008. Overall, the rate of hospitalization has increased from 4. .",..""" "-""--~"--"-------""""-"---" j--"""-"---"-""""-------"-------""""---"-"""""---"----------:.;;'''-----""-"----.",.. Table 6 identifies major themes in each category and supporting quotes. 
Lessons learned
Follow through "If you promise something, you better deliver it."
. "We are showing them that our word is our bond." "If we've kept through to our word then we get the respect of the command team and they will use us." "The minute we start not following through and take shortcuts we are going to end up flat ou our face." Be effective "Start small, earn respect, and be effective." "Everybody is getting the word out that if they want somethiug done, you call and ask us to help." "There is a trust with us. They realize that what they said meant something and we did what they asked and so they come back [from deployment] and ask specifically for us." Fiud the right "Staff drives the direction ofthe program aud can make it or break it." staff "It is a special kind of person to stay with this and not get discouraged." "It is a necessity to find personnel with very good clinical boundaries."
"The best possible combination would be a social work officer with casc experience and their civilian counterpart who has a community mindset."
7. CONCLUSIONS. Overall, the OP is a valued and well-received BH program which has the capability to affect a positive impact on Soldiers' wellbeing. Conclusions specifically relating to OP process, impact, and outcome measures are described below.
a. The primary mission of tbe OP is to provide continual BH education and counseling awareness services to Soldiers at Fort Sill. The intent is to bridge the gap between Soldiers and BH services. The OP's focus on proactive activities, including trainings, screenings, and sensing 16 USACHPPM REPORT NO. 23-KG-OBS6-09, Jun-Sep 09 sessions,increases the visibility ofBH in Soldiers' work areas. This increased presence was addressed directly by Lieutenant General Schoomaker as one action Leaders could take to address barriers to wellness, especially stigma, that may impact mission readiness(9).
b. Since February 2007, the OP has made contact with over 17,000 Soldiers, Unit Leaders and FRG members through trainings, formal sensing sessions, and consultations. Each contact is an opportunity to create awareness of BH programs and detect and respond to BH issues before they affect overall readiness c. Soldiers, Unit Leaders, and FRG members who have had contact with the OP report high satisfaction with the services received. The program is particularly appealing because of its "boots on the ground" approach, its flexibility in scheduling program activities, and its reputation for consistent follow through.
d. Soldiers and Unit Leaders who were surveyed by the OP were most concerned about being treated differently by their Leadership, losing confidence from members of their unit, and being perceived as weak. However, the perception of barriers among Soldiers surveyed by OP were much lower than perceptions measured in other published literature of previously deployed infantry units(lO. 11) and spouses of deployed service members(12l.
e. While causality cannot be established at this time, this evaluation suggests a positive impact of the OP on Soldiers' BH utilization. Stabilization in hospitalizations and an increase in ambulatory visits for mental health diagnoses at RACH during OP implementation may be associated with the program's ability to intervene early and encourage Soldiers' use ofBH services for routine issues before they become emergencies. During the same time frame, hospitalizations for all ICD-9 diagnoses showed a similar pattern of stabilization while ambulatory rates for all ICD-9 diagnoses decreased. However, the data do not account for other unknown or known factors, such as operational tempo, service availability, or other health care programs that may also affect these rates.
f. Although acute BH visits decreased as expected, non-acute (i.e., routine, specialty, and wellness) BH visits also decreased over time contrary to the pattern expected. For both acute and non-acute visits, rates of Soldiers' visits were not available and counts were presented instead. The data, therefore, are more likely to be influenced by deployment cycle and may not be representative of actual BH service utilization.
g. Although trends in OQ-45 scores over time were not available, the data did show that Soldiers treated through OP are on average experiencing a mild level of dysfunction similar to those treated through SWS for self-identified relationship issues. This indicates that OP staff are identifying Soldiers who need assistance but may not be seeking BH care for reasons other than severity of their problem. (1) Incorporate a long-term evaluation plan into SOPs to include: (1) program goals and objectives; (2) a conceptual framework; (3) process, impact and outcome indicators; (4) a data collection and analysis plan; and (5) a plan for dissemination of future evaluation results. (1) Replicate social work OPs at other installations. Fort Sill's OP was developed to meet the needs of that particular post. In addition, the success of the program appears dependent on the quality of the staffing. It is important to determine the feasibility of implementing this program in different environments with different populations and unit structure. Replication studies would be especially valuable for units with organic BH assets. Coordination between OP staff and organic BH assets allow for improved transition of the OP mission from garrison to theater and return to garrison. The importance of this continuity cannot be understated.
(2) Include an evaluation plan in SOP for any replication study. At a minimum, the evaluation plan should include a protocol for collecting data on program activities and on expected program outcomes before, during, and following full program implementation. The ability to compare expected program outcomes before and after implementation strengthens evidence to gauge program effectiveness. Please answer the following questions by circling the number that best corresponds to your assessment of the FSOP, where I is the worst possible and 5 is the best possible. Thank you for your time.
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